Debate on intensive care
Over 70 Fellows, members and guests were present at the Section of Anaesthetics meeting on 2 February 1979, when the motion 'That this House believes that the highest standards of intensive care can be achieved by well trained anaesthetists' was debated.
Dr J C Stoddart (consultant anaesthetist, in charge of intensive therapy unit, Newcastle upon Tyne) began by pointing out the difficulty of defining intensive therapy. This is because each intensive therapy unit (lTV) serves the needs of its own hospital and associated hospitals, which may be quite different from the requirements of other groups. He suggested that because of this the motion was equally easy to propose or to oppose.
Historically, respiratory failure was the most important problem and because of this anaesthetists became involved with intensive therapy units in their early stages. In a recent comprehensive survey it was found that anaesthetists were in charge of more than 40% of the units throughout the country, and shared responsibility in many of the others. Since this process has evolved it presumably meets with the approval of nonanaesthetists who have to refer their patients to such units. The doctor in charge of the intensive therapy unit requires different qualities from those which are normally associated with physicians and surgeons. He should be capable of dealing quickly and efficiently with life-threatening emergencies and with failure of all five major body systems. Physicians are not by temperament or training used to making quick decisions, and surgeons are more likely to intervene with the knife. Anaesthetists are used to liaising between specialists of other disciplines and this is vital in the intensive therapy unit where consultation must playa major part. A further point is that the anaesthetist is not seen as a threat to the status and practice of physicians and surgeons.
Finally Dr Stoddart referred to the training requirements of the FFARCS and pointed out that many anaesthetists now choose to spend more time in training, particularly in the field of medicine. He also said that not every anaesthetist was expected to be in charge of an intensive therapy unit.
Opposing the motion, Dr G T Spencer (consultant anaesthetist, in charge ofITU, London) started by stressing the ambiguity of the motion, depending on the emphasis placed on words such as 'can' and 'achieve'. Anaesthetists are frequently chosen to be in charge of IT Us because they do not have continuing clinical responsibility for other OI41-D768/79/100784-D2/$OI.OO/O patients. However, unless they have received extra training in general medicine they are deficient in knowledge: anaesthetic training does no good for diagnostic ability, and diagnosis and treatment must be wellnigh simultaneous in intensive care units. Several years' training and at least seven or eight sessions attachment are necessary for proper management of an ITU, and this is most unusual in Britain.
Artificial respiration was historically the raison d'etreiot intensive care, and required anaesthetists' skills. Today this is a routine task and no longer requires anaesthetic expertise. Intensive care requires, above all, cooperation between all specialists.
Dr T B Boulton (consultant anaesthetist, Reading and Oxford) seconded the motion and recounted an experience as a registrar anaesthetist in the mid-1950s when he was called by physicians to see a patient with polio in a negative pressure tank respirator, who was drowning in sputum. The physicians forbade him to intubate but, as the Friday afternoon wore on, they departed and he found himself free to contact his chief; the latter was by chance at the Section of Anaesthetics meeting at the Royal Society of Medicine, where Dr Crampton Smith and Dr Spalding were describing their experience of running the respiratory care unit at Oxford. With their advice, the patient was intubated and ventilated, and transferred to the respiratory care unit at the Western Fever Hospital. Dr Boulton pointed out several significant factors illustrated by this story: first, the existence of the Friday afternoon syndrome, in which there is a special demand for the facilities of intensive care as the weekend approaches; secondly, the qualities of anaesthetists which make them especially suitable for running intensive care units -they are used to a 'one-to-one' critical care relationship with the patient in face of the trauma of surgery, they have contact with other disciplines in the hospital, they know from whom to seek the best advice, and they are used to dealing tactfully with other specialists' patients. The motion did not seek to exclude members of disciplines other than anaesthesia from intensive care -such a proposition would indeed be arrogant, ill-considered and presumptuous: but it did assert that anaesthetists, trained in this field, are as capable as anybody of providing the highest standards of intensive care. Dr Boulton concluded that he had demonstrated that anaesthetists are by tradition, temperament and training, especially suited to undertake work of this kind.
Dr J Tinker (physician, in charge of lTV, London) spoke second against the motion. He said that everyone thinks they can practise intensive care but, by definition, intensive care is the care of patients with a wide range of serious disorders of the major systems. This is 'medicine' -intensive care medicine, critical care medicine. The dictionary definition ofan anaesthetist is 'one who renders patients insensitive' and therefore anaesthetists are the wrong people to be in charge of ITUs.
There were many contributions from the floor including the comment that the motion was too ambiguous and should not be voted upon.
Professor M D A Vickers (Head of Department of Anaesthetics, Welsh National School of Medicine) felt that Dr Tinker had substituted 'are' for 'can' in the motion, and had muddied the waters; he thought that anaesthetists should ensure that they received proper training in intensive care and were tested by examination. Dr J S M Zorab (consultant anaesthetist, Bristol) made the point that more anaesthetic trainees were exposed to intensive care than any other group of trainee specialists and felt that it was impossible for physicians without intensive care training to take charge of ITVs.
Professor J W Dundee (consultant anaesthetist, Belfast) confirmed the Friday afternoon syndrome mentioned by Dr Boulton -originally no other specialists were interested. He was disappointed by the opposers' responses; even if anaesthetists might not be able to diagnose, at least they could communicate with all other specialists. Dr D D C Howat (consultant anaesthetist, London) reiterated the point that intensive care was teamwork, and felt that anaesthetists involved should have studied internal medicine and perhaps might have the MRCP.
Dr J F Nunn (honorary consultant anaesthetist, Harrow) stated that those speaking against the motion were of the opinion that anaesthetists 'cannot achieve the highest standards of intensive care'. Intensive care is not internal medicine, it is grappling with emergencies, and cases that in other specialists' eyes had become emergencies because it was Friday afternoon. However, anaesthetists in charge of intensive care units must keep abreast of internal medicine, and physicians who aspire to the same position must be capable of dealing with emergencies. Dr N unn re-emphasized the point that communication is vital and anaesthetists are humble enough to ask any other specialist's advice.
Dr R S Atkinson (consultant anaesthetist, Southend) agreed with Dr Spencer that to run an intensive care unit properly one must give up administering anaesthetics, which most consultant anaesthetists are unwilling to do. Professor H W Rodgers (Professor Emeritus of Surgery, University of Belfast) had seen the standards rise from the bad old days when anaesthetists were a lazy lot. However, it was perhaps time for an improvement in intensive care training and the establishment of a separate examination and diploma.
Dr C B Franklin (consultant anaesthetist, Manchester) felt that intensive care was actually carried out by nurses and that 'achieved' should be altered to 'coordinated' in the motion. Dr A J Clement (consultant anaesthetist, London) followed this by stating that if the patient remains under the care of the primary specialist, it does not matter who runs the intensive care unit; but whoever runs it must be full-time, and therefore no longer an anaesthetist.
Dr G E H Enderby (anaesthetist, East Grinstead) made it clear that 'can' had been used deliberately in the motion -all depended on the future training of anaesthetists, physicians and surgeons. One point he felt had not been emphasized was that anaesthetists habitually watch the immediate effects of the treatment they carry out.
Summing up, Dr Stoddart referred to two points made by earlier speakers. The first was that anaesthetists were not trained diagnosticians; he refuted this by reminding the audience that the anaesthetist regularly had to make diagnoses on unconscious patients with the minimum amount of information available. The second accusation was that anaesthetists were arrogant in believing that they should be able to look after intensive therapy units; Dr Stoddart stated that anaesthetists were among the most modest and humble of people, and he recalled that they had been described as 'the forgotten heroes of the operating theatre'. This title could never have been thought up for an arrogant specialist. He concluded by reminding the audience that the motion was that the well trained anaesthetist can be the best person to take charge of an intensive therapy unit.
Summing up against the motion, Dr Spencer again stressed its ambiguity. In his view, Dr Boulton's proposition was out ofdate. He suggested that there was no need to have any doctor administering the lTV and that intensive care is very hard work, suitable for the young consultant whose bolt would be shot in ten years. What was needed then was a sort of House of Lords for exintensi vists.
The motion was carried by 69 votes to 3.
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